Introduction {#S1}
============

Social anxiety disorder (SAD) is a common mental health concern characterized by a marked and intense fear of social interaction and performance situations due to concern about negative evaluation, embarrassment, and/or rejection ([@B2]). Approximately 0.7% of Chinese adults are estimated to have SAD (i.e., more than 6 million people; [@B17]). Individuals with SAD experience significant interference across various aspects of their lives, including work, family, and social functioning ([@B38]; [@B10]).

There is an expanding body of research into the interplay between mental health problems and interpersonal dynamics. Importantly, symptom accommodation is a key element for the development, maintenance, and treatment of various anxiety disorders, including SAD ([@B20]). Symptom accommodation is a phenomenon whereby individuals change their own behavior to help their relatives or significant others (including partners and friends) to reduce or avoid distress caused by psychiatric problems ([@B25]). For individuals with social anxiety, the most frequently reported accommodation behaviors are providing reassurance, facilitating avoidance, and engaging in avoidance behaviors with the sufferers ([@B18]). These well-intentioned behaviors are aimed at reducing the distress of sufferers. However, receiving accommodation has been associated with more severe social anxiety symptoms, as well as more impaired daily functioning ([@B18]). Further, symptom accommodation mediated the relationship between SAD symptom severity and functional impairment ([@B18]).

Conceptually, symptom accommodation of social anxiety symptoms could be understood under a cognitive-behavioral framework ([@B15]; [@B20]). According to [@B32] two-stage model of the acquisition and maintenance of anxiety or fear, in the first stage, a neutral stimulus (certain social situation in terms of social anxiety) obtains fear-evoking properties through classical conditioning. In the second stage, symptom accommodation is negatively reinforced through operant conditioning. Although accommodation does help a sufferer temporarily reduce distress, or avoid anxiety-eliciting situations, it prevents habituating to the anxiety, as well as learning that the feared outcome would not happen or would be tolerable if it did. Accommodation thus inadvertently negatively reinforces the anxiety and avoidance of related social situations ([@B20]), and conflicts with cognitive behavioral therapy of SAD ([@B8]; [@B37]).

Despite these negative effects, research on symptom accommodation of SAD has been absent in Chinese culture, where the ideas of "facilitating interpersonal relationship\[s\]," "concern about others," "putting others' needs first," and "maintaining harmony with others" are perpetuated. These cultural values are widely spread by academic literature, social media, or descriptions of characters in classic or popular novels ([@B6]), and empirically evidenced as an essential part of the indigenous personality ([@B7]). It is predictable that symptom accommodation would be taken for granted by a Chinese accommodator, and explanations about the association between accommodating and worsening SAD severity would be unexpected. Because of the cultural values relevant to the construct, studies on symptom accommodation and social anxiety in Chinese adults deserve more attention.

Estimation of the effect of symptom accommodation on the maintenance and treatment of SAD requires knowledge about the conceptualization and assessment of the variable. Symptom accommodation was first systematically investigated in relation to obsessive--compulsive disorder ([@B4]) and then extended to anxiety disorders ([@B27]) and other forms of psychopathology ([@B5]; [@B9]; [@B12]; [@B41], [@B40]). There are two common groups of accommodating behaviors categories: participation in symptom-related behaviors (PAR) and modification of daily functioning (MOD; [@B4]). Indeed, this two-factor accommodation (including the correlated PAR and MOD factors) is consistently identified and validated across psychopathology ([@B1]; [@B40]), ages ([@B27], [@B23]), and cultures ([@B13]; [@B30]).

Measures of symptom accommodation are derived primarily from [@B4] Family Accommodation Scale (FAS). In relation to other anxiety symptoms, including social anxiety, Lebowitz and colleagues also developed two parallel accommodation measures; the Family Accommodation Scale---Anxiety (FASA; [@B27]) and the Family Accommodation Scale Anxiety---Child Report (FASA-CR; [@B26]). The two scales share parallel items assessing accommodating behaviors (first nine items) in addition to the distress of accommodators and negative short-term consequences of not accommodating (four items). The FASA-CR adds three supplemental items regarding the child's beliefs about accommodation. The main differences between the two scales are that the FASA is reported by accommodators, i.e., parents of anxious children, while the FASA-CR is reported by anxious children themselves. Both scales established two related PAR and MOD factor structures, with evidence of good psychometric properties including internal consistency, convergent and divergent validity, and test--retest reliability ([@B23]). In addition, the factor structures and psychometric properties of the FASA were previously identified on a cross-cultural sample of accommodators from the United States and Israel ([@B27]), supporting the potential of the cross-cultural properties of FASA and FASA-CR.

[@B18] developed another measure of SAD accommodation, derived from the FAS, called the Social Anxiety Accommodate Scale (SAAS). The SAAS only includes items specific to social anxiety accommodating behaviors. Considering that adults might not live with their families, accommodators are thus defined as anyone who provides symptom accommodation for the sufferers. To date, there are no reported data on the factor structure or psychometric properties of the SAAS.

The current study aims to modify a well-established measure to assess symptom accommodation in relation to social anxiety symptoms among Chinese adults and test the factor structure and psychometric properties of the modified measure. Specifically, we choose to modify FASA-CR, instead of the SAAS, because of the following characteristics: (1) the target of anxiety disorders makes it easy to adapt to SAD; (2) the reporters of the measure are sufferers, which brings clinical convenience, as adult sufferers are usually the direct source of information regarding their social anxiety symptoms and related accommodation behaviors; and (3) adults may live alone or seek help alone. Finally, the FASA-CR demonstrated a good two-factor structure and sound psychometric properties, in contrast to the SAAS ([@B23]).

We therefore hypothesized: (1) the two correlated PAR and MOD factor structure will be validated among Chinese adults; (2) the modified measure will demonstrate good internal consistency, measured by Cronbach's α; and (3) the total score of the modified measure will be significantly associated with SAD symptom severity, SAD-related impairment, and anxiety severity (convergent validity), but not with ratings of depression severity (divergent validity). We did not make specific hypotheses about measurement invariance across gender given a lack of prior evidence.

Materials and Methods {#S2}
=====================

Participants and Procedures {#S2.SS1}
---------------------------

Participants were undergraduate students recruited from a large, public university in east China. The study procedure was approved by the Shanghai Normal University Research Ethics Committee. Instructors administered the survey at the end of Psychology or Education courses. Participation was voluntary. Students provided informed written consent and completed a battery of measures by paper-and-pencil. All measures were written in Chinese. The survey took approximately 25 min to complete with all participants receiving a small remuneration. A total of 387 students completed the survey.

Participants were excluded if they (a) did not endorse any social anxiety symptoms and (b) had more than 20% missing values on the Family Accommodation Scale Anxiety---Adult Report (FASA-AR; [@B27]). The final sample comprised 111 males and 264 females, with a mean age of 19 years (range = 18--26, SD = 1.13). Using a cutoff score of 60 for significant social anxiety ([@B31]) on the Liebowitz Social Anxiety Scale (LSAS-SR; [@B28]), 81 participants (21.6%) reported elevated social anxiety symptoms.

Measures {#S2.SS2}
--------

### Family Accommodation Scale Anxiety---Adult Report {#S2.SS2.SSS1}

The FASA-AR is a 16-item self-report measure of anxiety symptom accommodation during the past month. It was adapted from and mirrored the FASA-CR ([@B26]), which is a 16-item self-report questionnaire assessing anxiety symptom accommodation provided by parents. Family Accommodation Scale Anxiety---Child Report consisted of two parts. The first part includes nine items that assesses the frequency of symptom accommodation. Two subscales are generated: PAR and MOD. All nine items in this part are rated on a 0--4 rating scale ranging from *very rarely* to *very often*. The second part includes supplemental questions associated with symptom accommodation. Among them, one item asks about accommodators' distress (as perceived by the subject) related to accommodation; three items query consequences of not accommodating; and three other items query participants' beliefs regarding accommodation. All seven items in the second part are rated on a 0--4 rating scale ranging from *strongly disagree* to *strongly agree*. A total accommodation score is calculated by summing the nine items in the first part.

Translation of the original English version of the FASA-CR into Chinese was the first step in creating the FASA-AR. Translation and back translation were carried out by independent bilingual research assistants, in consultation with the developer of the scale, until a satisfactory Chinese version was developed. Next, items were modified to better suit adult responders rather than children, for instance, we replaced the usage of "parent" with "relative or friend" to fit adult lives; the examples helping operationalizing each item fit adult lives. For the current study, FASA-AR items were also adjusted to focus more specifically on social anxiety symptom accommodation, rather than more broadband anxiety symptoms. Finally, accommodators were defined as anyone who provided accommodation for participants' social anxiety symptoms, including but not limited to (grand)parents, siblings, spouse, friends, and roommates. All modifications were discussed and agreed on by the corresponding author and the last author. Psychometric properties of the FASA-AR are detailed in the text that follows.

### Liebowitz Social Anxiety Scale {#S2.SS2.SSS2}

The LSAS-SR ([@B28]) is a 24-item self-report measure assessing the severity of social anxiety symptoms. A sample item includes "meeting strangers." Specifically, the measurement rates the degree of anxiety and related avoidance in 13 social interaction and 11 performance situations. All items are accompanied by two 0--3 rating scales (from *none* to *severe* for assessing degree of anxiety, and from *never* to *usually* for assessing related avoidance). Both anxiety and avoidance rating items are summed for the total score. The LSAS-SR demonstrates good psychometric properties among Chinese SAD patients and university students ([@B47]; [@B35]). Internal consistency for the current sample was 0.95.

### Depression Anxiety Stress Scale-21 {#S2.SS2.SSS3}

The Depression Anxiety Stress Scale-21 (DASS-21; [@B29]) is a 21-item measure of depression, anxiety, and stress. Each item is rated on a 0--3 rating scale ranging from *did not apply to me at all* to *applied to me very much, or most of the time*. Only two subscales, i.e., anxiety and depression subscales, were used in the present study. A sample item of the anxiety subscale includes "I felt scared without any good reason." A sample item of the depression subscale includes "I couldn't seem to experience any positive feeling at all." Previously, the DASS-21 has established good psychometric properties in Chinese patients, college and community samples ([@B14]; [@B43]; [@B46]). Internal consistency for the present study was 0.90.

### Sheehan Disability Scale {#S2.SS2.SSS4}

The Sheehan Disability Scale (SDS; [@B39]) is a three-item measure of impairment in school/work, social, and family responsibilities. For the present study, instructions were revised to focus on the impairment specific to social anxiety symptoms. A sample item includes "the social anxiety symptoms have disrupted your social life." The SDS demonstrated good psychometric properties among Chinese adults ([@B48]). Each item is rated on a 0--10 rating scale ranging from *not at all* to *extremely* interfering. Internal consistency for the current study was 0.91.

Data Analysis {#S2.SS3}
-------------

Consistent with previous literature, symptom accommodation behaviors related to social anxiety (i.e., the nine items of the first part of the FASA-AR) were of primary interest for the goals of the current study. Confirmatory factor analysis (CFA), with weighted least squares means and variance adjusted estimation (WLSMV), was conducted on the nine symptom accommodation items of the FASA-AR, using M-plus 7.5 ([@B33]). Weighted least squares means and variance adjusted estimation was employed because it was more proper for categorical items with five (as for the FASA-AR) or less options than estimation of maximum likelihood ([@B11]; [@B3]). Four fit indices were adopted to assess the goodness-of-fit of the CFA models: model chi-square (χ^2^), comparative fit index (CFA), Tucker Lewis index (TLI), and root mean square error of approximation (RMSEA). Overall fit criteria of these indices are ([@B16]; [@B45]) non-significant χ^2^; CFI and TLI acceptable if \>0.90 and good if \>0.94; and RMSEA acceptable if \<0.10 and good if \<0.05.

Although symptom accommodation reports were corroborated, including PAR and MOD factors (as reviewed in the previous paragraph), previous literature suggested that there are two slightly different two-factor models: model 1, supported by [@B23], in which items 1--4 are loaded on PAR and items 5--9 are loaded on MOD; model 2, supported by [@B27], where items 1--5 are loaded on PAR and items 6--9 are loaded on MOD. The difference between Bayesian information criterion (BIC) values was employed in order to compare these two competing non-nested models. A BIC difference of 10 represents a 150:1 likelihood (*p* \< 0.05) that the model with lower BIC value fits better; the difference between 6 to 10 provides strong support; a difference of more than 10 indicates very strong support ([@B36]). Since BIC value is not provided using WLMSV in M-plus, we computed BIC by estimating the model with Maximum Likelihood estimation ([@B42]).

After the establishment of the best fitting factor structure model, we conducted a multiple indicators multiple causes (MIMIC) model ([@B19]) to test measurement invariance across gender. Then, we utilized the Cronbach's α to assess internal consistency for the FASA-AR as well as its two subscales. Pearson correlations with LSAS-SR, SDS, DASS-21-anxiety, and DASS-21-depression scores were calculated to test the convergent and divergent validity of the FASA-AR total score. Descriptive statistics including means, standard deviations, ranges, and frequencies were reported for all items of the FASA-AR.

Results {#S3}
=======

Confirming the Two-Factor Model of Symptom Accommodation {#S3.SS1}
--------------------------------------------------------

Model 1, in which items 1--4 are loaded on PAR and items 5--9 are loaded on MOD, showed good fit: χ^2^ = 104.15, *df* = 26, *p* = 0.000; CFI = 0.98; TLI = 0.97; RMSEA = 0.09, 90% CI = \[0.07, 0.11\], the standard correlation between PAR and MOD is 0.79. The standardized factor loadings are shown in [Table 1](#T1){ref-type="table"}. While model 2, in which items 1--5 are loaded on PAR and items 6--9 are loaded on MOD, showed acceptable fit: χ^2^ = 178.14, *df* = 26, *p* = 0.000; CFI = 0.96; TLI = 0.95; RMSEA = 0.13, 90% CI = \[0.11, 0.14\]. The BIC of model 1 was 8557.06, and the BIC of model 2 was 8605.21. The difference between the two BIC values was 48.15, providing "very strong" support for model 1.

###### 

Factor loadings of the Family Accommodation Scale Anxiety---Adult Report.

  Item                               Participation   Modification
  ---------------------------------- --------------- --------------
  1\. Providing reassurance          0.64            
  2\. Proving items                  0.71            
  3\. Participating in behaviors     0.78            
  4\. Assisting avoidance            0.80            
  5\. Avoiding things or places                      0.82
  6\. Modifying routine                              0.79
  7\. Doing things instead of you                    0.72
  8\. Modifying work schedule                        0.82
  9\. Modifying leisure activities                   0.87

All factor loadings

ps

\< 0.001.

Measurement Variance Across Gender {#S3.SS2}
----------------------------------

The MIMIC model showed good fit: χ^2^(33) = 133.92, *p* = 0.000; CFI = 0.98; TLI = 0.97; RMSEA = 0.09, 90% CI = \[0.08, 0.11\]. Gender had a significant effect on PAR (standardized path coefficient = 0.14, *p* = 0.02), but not MOD (standardized path coefficient = 0.01, *p* = 0.83), suggesting that the indicators of FASA-AR were not invariant across gender.

Internal Consistency {#S3.SS3}
--------------------

The internal consistencies for the nine symptom accommodation items of the FASA-AR as well as the two subscales (PAR and MOD) were as follows: Cronbach's α = 0.88, 95% CI \[0.86,0.90\] for total symptom accommodation; Cronbach's α = 0.78, 95% CI \[0.74,0.81\] for the PAR subscale; Cronbach's α = 0.86, 95% CI \[0.83,0.88\] for the MOD subscale. Taken together, the internal consistencies for the FASA-AR and its subscales were good.

Convergent/Divergent Validity {#S3.SS4}
-----------------------------

Pearson correlation coefficients used to rate convergent and divergent validity are shown in [Table 2](#T2){ref-type="table"}. In examining convergent validity, a significant positive relationship was observed between the FASA-AR total score and the LSAS, SDS, and DASS 21-Anxiety scores. When assessing divergent validity, the FASA-AR total score was found to not significantly relate to the DASS 21-Depression score.

###### 

Correlation coefficients for study variables.

                  FASA-AR_Total   LSAS_Total   SDS_Total   AnxDASS    DepDASS
  --------------- --------------- ------------ ----------- ---------- ----------
  FASA-AR_Total   --              0.16\*\*     0.19\*\*    0.16\*\*   0.05
  LSAS_Total                      --           0.54\*\*    0.48\*\*   0.41\*\*
  SDS_Total                                    --          0.41\*\*   0.37\*\*
  AnxDASS                                                  --         0.51\*\*
  DepDASS                                                             --

FASA-AR_Total, Family Accommodation Scale Anxiety---Adult Report total score; LSAS_Total, Liebowitz Social Anxiety Scale---Self-Report total score; SDS_Total, Sheehan Disability Scale total score; AnxDASS, Depression-anxiety-stress scale_Anxiety subscale score; DepDASS, Depression-anxiety-stress scale_Depression subscale score. \*\*

p

\< 0.01.

Descriptive Statistics {#S3.SS5}
----------------------

The means, standard deviations, ranges, and frequencies of each FASA-AR item are presented in [Table 3](#T3){ref-type="table"}. Nearly all participants (94.7%) endorsed at least some level of accommodating, and most (82.4%) reported both participation in symptom-related behavior and modification of functioning. Among those reporting being accommodated, reassurance (91.0%) occurred with the most frequency. Additionally, more than 70% of participants reported that their accommodators helped participate in behaviors (78.0%), assisted in avoidance (75.5%), and did things for the participants (72.7%). The least frequently endorsed accommodation behavior was changing their work schedule because of the participants' social anxiety (55.5%).

###### 

Individual items endorsed on the Family Accommodation Scale Anxiety---Adult Report.

  FASA-AR   *M*    SD     Frequency of Endorsement                                                         
  --------- ------ ------ -------------------------- ------------- ------------- ------------- ----------- ---
  1         1.86   1.15   52 (13.9%)                 94 (25.1%)    112 (29.9%)   89 (23.7%)    28 (7.5%)   0
  2         0.89   0.97   164 (43.7%)                121 (32.3%)   64 (17.1%)    21 (5.6%)     5 (1.3%)    0
  3         1.40   1.12   98 (26.1%)                 107 (28.5%)   103 (27.5%)   53 (14.1%)    13 (3.5%)   1
  4         1.26   1.06   107 (28.5%)                123 (32.8%)   89 (23.7%)    48 (12.8%)    6 (1.6%)    2
  5         1.03   0.97   141 (37.6%)                109 (29.1%)   98 (26.1%)    24 (6.4%)     2 (0.5%)    1
  6         0.95   1.00   161 (42.9%)                107 (28.5%)   72 (19.2%)    33 (8.8%)     1 (0.3%)    1
  7         1.25   1.09   117 (31.2%)                106 (28.3%)   101 (26.9%)   41 (10.9%)    9 (2.4%)    1
  8         0.81   0.94   178 (47.5%)                119 (31.7%)   51 (13.6%)    26 (6.9%)     1 (0.3%)    0
  9         0.94   0.99   162 (43.2%)                102 (27.2%)   87 (23.2%)    19 (5.1%)     5 (1.3%)    0
  10        0.85   0.84   147 (39.2%)                152 (40.5%)   59 (15.7%)    16 (4.3%)     0 (0.0%)    1
  11        1.12   1.01   121 (32.3%)                134 (35.7%)   77 (20.5%)    40 (10.7%)    3 (0.8%)    0
  12        0.83   0.85   156 (41.6%)                141 (37.6%)   63 (16.8%)    15 (4.0%)     0 (0.0%)    0
  13        1.22   1.08   116 (30.9%)                120 (32.0%)   81 (21.6%)    52 (13.9%)    5 (1.3%)    1
  14        2.54   1.01   21 (5.6%)                  39 (10.4%)    71 (18.9%)    201 (53.6%)   4 (10.7%)   3
  15        2.37   1.05   27 (7.2%)                  43 (11.5%)    104 (27.7%)   163 (43.5%)   37 (9.9%)   1
  16        1.70   0.96   37 (9.9%)                  125 (33.3%)   138 (36.8%)   65 (17.3%)    10 (2.7%)   0

Only a few participants (4.3%) agreed that accommodators get upset when they offer accommodation. Fewer than a quarter of participants (21.3%) reported negative consequences of not accommodating. Regarding beliefs and attitudes toward symptom accommodation, most participants (64.3%) reported feeling less anxious when they were accommodated, about half of participants (53.4%) agreed that they would feel less anxious in the future if accommodators kept accommodating, and only 20% of the participants endorsed the belief that accommodators should accommodate less when they are anxious.

Discussion {#S4}
==========

The current study represents an initial attempt to assess symptom accommodation of Chinese adults with SAD symptoms. Consistent with findings in other cultures ([@B34]; [@B25]; [@B20]), symptom accommodation is prevalent and occurs for the majority of participants. It is understandable in a culture that highlights relationships between people, symptom accommodation communicates sensitivity to social cues. However, in the case of social anxiety symptom accommodation, this culturally advocated behavior could act as a maintaining factor for the development of SAD and/or serve as an obstacle to the treatment of social anxiety symptoms, substantiating the importance of paying special attention to the phenomenon in the clinical assessment and the utility of having a Chinese measure to assess these detrimental behaviors.

We adapted the FASA-CR into FASA-AR for assessing symptom accommodation among adults. The FASA-CR is the only sufferers-reported and well-established measure assessing symptom accommodation in relation to anxiety disorders, including SAD. Considering the reality that adults usually seek help alone, as well as adult sufferers are likely to have the best perspective on the symptom accommodation, we adapted the FASA-CR for Chinese adult sufferers. As the first Chinese instrument assessing symptom accommodation among adults, the FASA-AR could satisfy the immediate needs. For a more comprehensive understanding of symptom accommodation, measuring the phenomenon from the perspectives of accommodators and clinicians would be an important next step.

Our factor analysis confirmed that the Chinese FASA-AR comprised two correlated factors: participation in symptom-related behaviors and modification of functioning. Previous findings ([@B27], [@B23]) differed on which latent factor item 5 (avoiding doing things, going places or being with people because of the symptoms) loaded. Our results supported the model distributing this item to the modification of functioning factor ([@B23]). Our MIMIC model indicated that the participation in the symptom-related behaviors subscale did not demonstrate measurement invariance across gender. Therefore, gender differences of this subscale should be interpreted with caution.

Overall, the current results added to the literature that the two-factor structure of symptom accommodation applied to Chinese adults with social anxiety symptoms. It warrants further direct cross-cultural comparison of symptom accommodation in future studies. It is also important to note that the current study is a top-down test, which facilitated capturing the universal aspects of symptom accommodation. Cross-cultural study on the presentation of social anxiety ([@B49]) revealed that Chinese adults who were anxious in social situations tended to present higher levels of anxiety about causing discomfort to others, a related but distinct dimension from social interaction anxiety defined by the *Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition* (DSM-5), compared with Euro-Canadian outpatients. Accordingly, accommodators should convey empathy for the anxious individual while encouraging them to gradually face feared situations.

Convergent validity for the FASA-AR was supported by significant positive associations with social anxiety symptom severity, SAD-related functioning impairments, and anxiety. The results, taken together, reconfirmed that symptom accommodation works as more of a hindrance than a help, by preventing socially anxious individuals from being exposed to corrective learning experiences ([@B21]), albeit the intent is good. Our cross-sectional design can only reveal the bidirectional associations between social anxiety symptom severity and symptom accommodation, and SAD-related impairment and symptom accommodation. Future studies should further investigate the role symptom accommodation might play on the clinical course of SAD with a longitudinal design. The FASA-AR was correlated with anxiety symptoms, which is not surprising because social anxiety is one domain of the anxiety disorder spectrum. Furthermore, anxiety broadly might be a driving force of symptom accommodation. When exposed to or anticipating feared social situations, the heightened anxiety may make accommodators perceive the need to provide accommodation to alleviate the distress of the individuals with social anxiety symptoms ([@B44]).

Cross-cultural similarities were found on the most and least frequent accommodating behaviors, distress of accommodators perceived by sufferers, consequences of not providing accommodation, and sufferers' belief about accommodation between our sample and United States samples in previous studies ([@B18]; [@B26]). It is notable that these similarities occurred on the report by sufferers. [@B26] found that United States accommodators tended to report higher level of accommodation than sufferers being accommodated. Future studies should compare the data from Chinese accommodators and sufferers.

Our preliminary findings showed promise for the necessity and validity of the FASA-AR among Chinese adults; however, several limitations should be noted. First, our sample only included college students, limiting generalizability. Future studies should test the scale in community participants or clinical samples. Second, we did not examine test-retest reliability. [@B23] examined the test--retest reliability of FASA-CR, from which our FASA-AR was adapted, among anxious youth and found that reliability was good for adolescents (\>12 years), suggesting the test--retest reliability of FASA-AR among adults might also be in the acceptable range. Third, our cross-sectional design did not allow us to test the sensitivity of the FASA-AR to treatment. Fourth, we solely relied on self-report measures to assess symptom accommodation; more objective measures and reports provided by those doing the accommodation are recommended in further studies. Finally, we could not guarantee measurement invariance across gender or other potential variables of interest. Thus, caution should be given when interpreting results.

Ultimately, symptom accommodation deserves careful attention in the clinical assessment and treatment. It is culturally valued but problematic. Recognizing the prevalence of accommodation and identifying concrete accommodating behavior types would help Chinese clinicians target the behaviors effectively during treatment of social anxiety symptoms. It has been found that reducing symptom accommodation has effectively led to symptom improvement among anxious individuals, including those with SAD ([@B24], [@B22]). For those with social anxiety symptoms, whose natural eagerness for assistance, efforts trying to reduce symptom accommodation during treatment would be expected to be opposed, as well as for relatives or other accommodators, who are an important part of the treatment, careful explanations (reducing accommodation is helpful and not against cultural norms) are in great need in the psychoeducation. Efforts should be given to help accommodators coordinate the accommodation reduction with the cultural norm of helping sufferers. It is notable that completing the FASA-AR itself could serve as the first step to obtain therapeutic gains, because it could bring the awareness of the maladaptive behaviors and establish the foundation for the gradual removal of accommodation ([@B44]). Overall, the FASA-AR demonstrated a clear two-factor structure, and possessed good psychometric properties, reflecting its utility for measuring symptom accommodation.
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